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Abstract
Background: Service providers throughout Europe have identified the need to define how high-quality community-
based mental health care looks to organize their own services and to inform governments, commissioners and funders.
In 2016, representatives of mental health care service providers, networks, umbrella organizations and knowledge
institutes in Europe came together to establish the European Community Mental Health Services Provider (EUCOMS)
Network. This network developed a shared vision on the principles and key elements of community mental health care
in different contexts. The result is a comprehensive consensus paper, of which this position paper is an outline.
With this paper the network wants to contribute to the discussion on how to improve structures in mental healthcare,
and to narrow the gap between evidence, policy and practice in Europe.
Main text: The development of the consensus paper started with an expert workshop in April 2016. An assigned
writing group representing the workshop participants built upon the outcomes of this meeting and developed the
consensus paper with the input from 100 European counterparts through two additional work groups, and two
structured feedback rounds via email.
High quality community-based mental health care: 1) protects human rights; 2) has a public health focus; 3) supports
service users in their recovery journey; 4) makes use of effective interventions based on evidence and client goals; 5)
promotes a wide network of support in the community and; 6) makes use of peer expertise in service design and
delivery. Each principle is illustrated with good practices from European service providers that are members of the
EUCOMS Network.
Conclusions: Discussion among EUCOMS network members resulted in a blueprint for a regional model of integrated
mental health care based upon six principles.
Keywords: Community-based mental health care, Position paper, Mental health system, Principles
Background
In Europe a wide range of community-based mental
health care services have been implemented and the
number of inpatient beds has decreased [1]. The com-
bination of a change in attitude among service users and
providers, the development of supporting policies and
the growing knowledge on how community mental
health care should be organized has contributed to this
shift. However, this trend is not uniform and linear
across Europe [1–7].
De-institutionalization and the development of
community-based care has been an important mental
health policy goal for over forty years [4]. Long-stay psy-
chiatric hospitals have been losing their central role in
mental health systems. However, these hospitals remain
predominant in many countries, still consuming the ma-
jority of resources allocated to mental health [6].
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In the transfer to community-based care the largest
barriers include low political priority, and insufficient
and inadequate funding. This is followed by a lack of
consensus among stakeholders and cooperation between
health and social sectors, difficulties with integrating
mental health into primary health care, the lack of clear
or strong leadership, and resistance to change [1].
To overcome these barriers advocacy strategies should
be developed involving consumers, key decision-makers
and organizations to create agreement on the course of
action and political commitment [1, 2, 8, 9]. Subse-
quently policies, legislation and plans should be devel-
oped and updated to facilitate resource allocation to
community-based mental health care services and on-
going collaboration between mental health, social and
employment services [1, 2].
Despite European service providers playing an essen-
tial role in consensus building, advocacy and implemen-
tation, they have not been organized and structurally
represented in the European policy arena or considered
as a key stakeholder in the development and implemen-
tation of mental health policy.
In an effort to fill this gap, EUCOMS was established
in 2015 during a meeting of the European Assertive
Outreach Foundation (https://www.eaof.org). After this
meeting the shared ‘values and ambitions’ of the network
were drafted. This document was discussed with 30
experts in Europe to see if they align with their view on
the scope of the network. From the interviews and the
subsequent first network meeting in 2016 it was con-
cluded that deinstitutionalization only defines what men-
tal health systems need to leave behind. Key adverse effects
of deinstitutionalisation without a clear defined alternative
are homelessness and re/trans-institutionalization [10–13].
Therefore, EUCOMS expressed the need to define a shared
vision on what ‘good’ community-based mental health care
entails as an alternative, to organize their own services and
to inform governments, commissioners and funders.
Aim
This paper describes a shared vision in the form of a
position paper outlining six principles underpinning the
organization of good community-based mental health
care in a distinct geographically defined region or catch-
ment area. The practical implications of these principles
have been illustrated with good practices from European
service providers that are members of the EUCOMS
Network. With this shared vision EUCOMS aims to
contribute to the discussion on how to narrow the gap
between evidence, policy and practice in Europe sup-
porting the regional implementation of quality commu-
nity mental health care taking into account the diverse
contexts. The main question addressed in the position
paper is: “what are the principles and key elements of
high-quality community-based mental health care ac-
cording to members of the EUCOMS network?”
Methods
The position paper is based on professional-, scientific-
and peer-expertise and has been developed between
April 2016 and December 2017 in consultation with
EUCOMS Network members, hereafter called experts,
including mental health service directors, umbrella
organisation directors, mental health care professionals,
peer experts, researchers and policy advisors from nine-
teen different countries and a variety of European
regions including Scandinavia, the British Isles, Western,
Southern, Central, Eastern Europe, and the United
States. The development process of the position paper is
described in Fig. 1. This process description is in part
‘reconstructed logic’. Table 1 provides an overview of the
number of work group participants and feedback re-
spondents and their country of origin.
Stage 1: setting the scope
Co-authors suggested essential literature to define the
main principles of quality community-based mental
health care resulting in six principles of which the first
four were based on the definition of Drake et al. (2011):
“Community mental health care comprises the principles
and practices needed to promote mental health for a
local population by: 1) addressing population-based
needs in ways that are accessible and acceptable; 2)
building on the goals and strengths of people who ex-
perience mental illness; 3) promoting a wide network of
supports, services, and resources of adequate capacity;
and 4) emphasizing services that are both evidence-
based and recovery-oriented.” Two additional principles
were added based on the WHO mental health action
plan (2013–2020) [14] and the results of the ‘Joint
Action on Mental Health and Wellbeing’ [1]: 5) involv-
ing service users as co-creator in community-based
mental health and; 6) providing assertive outreach.
Each of the six principles were discussed in the first
expert work group of 2 h at Heiloo, The Netherlands in
April 2016 based on the European Foundation for Qual-
ity Management (EFQM) framework [15]. Main ques-
tions addressed during the work group discussing each
of the principles were “what is the desirable result we
want to achieve from the perspective of the service user”
and “what are the necessary elements of community-
based mental health care to address these needs of the
service user?”. The outcomes provided the scope for the
consensus paper. In July 2016, a writing group was
established to lead the writing process.
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Stage 2: consultation and integration
Expert consultations on the content of the consensus
paper took place in the form of two work groups of 2 h,
and two feedback rounds via email.
In January 2017 a draft of the position paper was dis-
cussed in six groups and a plenary session in a work-
shop. Each of the groups discussed one chapter covering
one of the principles. In September 2017 the last expert
workshop, with 68 participants focused on how each
principle could be translated into practice proposing
good practices.
In the first feedback round via email in December 2016,
all EUCOMS contacts were asked to provide general feed-
back on the document. In the second feedback round, in
September 2017, more in-depth comments on the pos-
ition paper were requested through a feedback form
where people could propose additions/changes per page.
Stage 3: finalisation
The results of each consultation activity were integrated
by the writing group reflecting the perspectives of the
work group participants and the feedback respondents.
Fig. 1 Development process of the position paper. The figure shows the stages the position paper was developed in, and the experts who have
been involved in each stage
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After completion of the first, third, and final draft, feed-
back was requested from the steering group of
EUCOMS to check whether the document was in line
with their knowledge and expertise on key principles
and elements of community-based mental health care.
The comments received as a result of the last feedback
round were structurally addressed by three of the writing
group members. The final document was completed in
October 2017 [16]. This position paper gives an outline
of the Consensus Paper.
Principles and key elements of community-based
mental health care
This position paper conceptualised health as the dynamic
ability to adapt and self-manage one’s own well-being to
address the physical, emotional and social challenges of
life [17]. This definition shifts the emphasis from ill-health
to resilience and well-being stressing that the focus of
community-based mental health care is on the promotion
of mental health, integrating cure, care and prevention of
mental illness. The position paper describes what high
quality community mental health care looks based on six
principles each outlined in a paragraph below:
1. Human rights
2. Public health
3. Recovery
4. Effectiveness of interventions
5. Community network of care
6. Peer expertise
Human rights
After the second world war and the adoption of the Uni-
versal Declaration of Human Rights (UDHR) 1948 [18],
the first steps were taken to close down psychiatric hos-
pitals starting the process of transitioning mental health
care to the community. Historically, the protection of hu-
man rights is one of the drivers for deinstitutionalization.
Therefore, human rights represent the first principle and
underpins all other elements of good community-based
mental health care outlined in this position paper.
Goffman, in his landmark publication from 1961 ‘Asy-
lums, Essays on the Social Situation of Mental Patients
and other Inmates’ [19] questioned the need to keep
people in institutions and the use of power and coercion
in these institutions, rather serving and protecting the
wider system than the inhabitants. This book reflected a
change in thinking about the role of institutions provid-
ing mental health care and was a cornerstone for greater
emphasis on human rights, participation in the commu-
nity and the right to refuse treatment.
Although all population groups fall under the protec-
tion of human rights, certain groups experience more
violations than others, including people with mental ill-
ness [20]. They suffer from stigma and discrimination
resulting in exclusion from society and the inability to
enact their right to liberty and security as well as to live
independently included in the community, on an equal
basis with others.
Landmark conventions responding to the need to
assess and promote the human rights and fundamental
freedoms of particular groups of people were the UN-
Convention on the Elimination of All Forms of Discrimin-
ation against Women in 1979 [21], the Convention against
Torture and Other Cruel, Inhuman or Degrading Treat-
ment or Punishment (1984) [22] and UN-Convention on
the Rights of the Child in 1989 [23].
In 2006, the human rights of people with disabilities
were explicitly formulated in the Convention on the
Rights of Persons with Disabilities (CRPD). In 2007 82
countries, including many European countries, signed
this document reaffirming that persons with all types of
disabilities must enjoy the same human rights and fun-
damental freedoms as anybody else [24]. In 2008, the
CRPD came into force recognizing full and effective par-
ticipation and inclusion in society as a general principle,
obligation and right [25].
Although progress has been made in the implementa-
tion of the CRPD in Europe, there is still much to be
done [4, 5, 25]. The life expectancy of people with severe
Table 1 Overview work group participants and feedback
respondents and their country of origin
Country Work Group Participants Feedback Respondents
Austria 1 /
Belgium 6 /
Croatia 1 1
Czech Republic 6 1
France 2 1
Germany 21 5
Greece 2 1
Ireland 1 /
Italy 2 1
Luxembourg 1 2
Moldova 1 /
Montenegro 3 /
Netherlands 27 7
Norway 2 /
Romania 1 /
Spain 3 3
Switzerland 1 /
United Kingdom 9 1
United States 2 /
Total 92 21
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mental illness has been estimated to be 15–25 years
shorter than that of the general population, and there
are indications that this mortality gap is widening
[26–29]. This discrepancy can be explained by persist-
ing stigma, discrimination and exclusion that affects
their socio-economic position, help-seeking behaviour
and the quality of care they receive [29].
The UN Report of the Special Rapporteur on the right
of everyone to the enjoyment of the highest attainable
standard of physical and mental health (2017) states
that: ‘reductive biomedical approaches to treatment that
do not adequately address contexts and relationships
can no longer be considered compliant with the right to
health’ [30].
To align with the standpoint of the Special Rapporteur
and the CRPD the position paper recommends prevent-
ing exclusion from community life which negatively im-
pacts the ability to integrate in society, achieve recovery
goals, and lead a meaningful life. To realize this, govern-
ments need to ensure that the rights of all people are
respected on the same legal basis. This requires a revi-
sion of national policies and legislative frameworks.
On a service level, it is recommended to base the mis-
sion and vision of the mental health service on the
CRPD (2007) [24]. In addition, providing training and
coaching to health and social care staff on recovery and
rights can reduce human rights violations that occur in
the context of mental health services.
One example of a tool to use to structurally improve
mental health facilities is the Quality Rights Toolkit of
the WHO, which offers a training framework for asses-
sing and improving quality and human rights standards
in mental health and social care services in line with the
CRPD [31].
Public health
Public health actions seek to achieve equity between
groups and a state of population-level health [32],
responding to the extended human right to “the highest
attainable standard of health” [33]. This implies that so-
ciety and services have a focus on the needs of the entire
population. The mission of a good community mental
health service is supporting the health of all citizens in
their catchment area. This means that the focus is not
only on treatment, but on mental health promotion and
prevention as well, therefore taking the needs of the
entire population into account, not only those with an
existing mental health problem who seek help [34]. The
society also benefits of good functioning mental health
care. Mental health is a global public good and is rele-
vant to sustainable development in all countries regard-
less of their socioeconomic status [35].
In most European countries there is insufficient focus
on the public health function of mental health care
services [36, 37]. Therefore, the position paper recom-
mends taking a public health approach in the planning
and implementation of community-based mental health
care. This involves defining the catchment area for ser-
vices and performing a needs assessment [38] and trans-
lating it into well-defined plans mapping services and
supports for different segments of the population.
The size of the region depends on the regional demog-
raphy, prevalence of mental ill health and the available
resources for (mental) health care. It is primarily deter-
mined by two factors. First the region must be small
enough for the team(s) to be integrated in the local com-
munity and have a strong relationship with primary care
and social stakeholders. On the other hand, the region
must be large enough to mobilize resources to build a
multidisciplinary team in that region. Therefore, the size
of the catchment area is a trade-off between the advan-
tages of a small region (presence, collaboration with a
small number of family doctors) and the necessity of suf-
ficient resources to form a multidisciplinary team.
Secondly, the task of community-based mental health
care services is prevention and treatment of mental
health problems of citizens in the particular catchment
area. This includes the employment of targeted interven-
tions promoting social contact and anti-discrimination
messages that can reduce stigma and enhance integra-
tion of people with mental ill health [29, 39]. Currently,
well-known anti-stigma strategies include education
(challenging myths with facts about mental health condi-
tions) and contact (planned exchanges between people
with lived experience and the general public). Corrigan
et al. showed that programmes that are contact-based
and provide education given by persons with lived ex-
perience, have better outcomes [40, 41].
Based on their studies Corrigan and his colleagues [42]
constructed the TLC3 formula: Targeted, Local, Contact,
Credible and Continuous. Examples of successful anti-
stigma programs according to the TLC3 formula are the
‘Time to Change’ campaign in England, ‘One of Us’ cam-
paign in Denmark, and the ‘SeeMe’ campaign in Scotland.
Recovery
The most widely used definition describes recovery as “a
deeply personal, unique process of changing one’s atti-
tudes, values, feelings, goals, skills, and/or roles. It is a
way of living a satisfying, hopeful, and contributing life
even within the limitations caused by illness. Recovery
involves the development of new meaning and purpose
in one’s life as one grows beyond the catastrophic effects
of mental illness” [43].
Recovery has several dimensions, including clinical re-
covery (relief of psychiatric symptoms); functional recov-
ery (meaningful participation in society) and personal
recovery (restoring personal identity). Recovery is a
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unique individual process or experience that may best be
described as a journey [44–46]. In good community-
based mental health care, professionals are companions
on this journey for as short a time as possible but as
long as necessary [47].
Over the past few years, a shift has taken place among
many service providers in Europe aiming to realize indi-
vidual needs and personal goals from the user’s perspec-
tive, with emphasis on autonomy and decision-making
power of the client [2].
However, on some occasions, recovery has been used
as window dressing. Though the concept of recovery is
increasingly applied in mental health services, its actual
application in practice is difficult to demonstrate [45]. It
needs to be emphasized, therefore, that simply re-
branding a service as ‘recovery-oriented’ or incorporating
the word recovery in a logo or mission statement does not
necessarily mean practicing recovery-oriented care.
To further support the recovery perspective, community-
based mental health care services shift their focus from
merely treatment to supporting people in their recovery
journey. The consensus paper states principles that can
help the professional to serve as a guide on the journey to
recovery [16]. Important principles are: offer hope; decide
with and not about the service user; focus on what is
strong, and not on what is wrong.
Effectiveness of interventions
Good community mental health care uses evidence-
based interventions with effects that are documented
with high-quality scientific evidence as shown in clin-
ical guidelines (like the NICE guidelines) and system-
atic reviews and meta-analyses (like Cochrane reviews)
[48, 49]. However, models of service organisation have
scarcely been studied. New insights from implementa-
tion research can support the process of translating
science to practice [50].
Evidence-based interventions and service delivery
models cannot facilitate recovery in isolation. Scientific
evidence is one of the important factors in making men-
tal health care decisions. The context of the individual
patient is essential in successfully realizing a treatment
plan taking along the service users’ values, preferences,
and choices. As community mental health is provided
within one’s own natural environment, context-driven
adaptations of evidence-based interventions are import-
ant to reflect local realities and resources. Therefore,
evidence-based medicine and the recovery attitude go
together like oil and vinegar: two approaches that can
be combined very well and together make a tasty vinai-
grette [51].
Historically, the development of the mental health
field can be viewed in three waves or eras [52]. The first
era was concerned with professional dominance and
self-regulation. Era two, the current era, is the period for
evidence-based medicine, accountability and market the-
ory. The third and upcoming era in mental health is the
moral era, with a reduction of mandatory measurements,
giving up the professional prerogative, and a transition
to civility and collaboration with patients and carers.
The move towards the third era is driven by limited evi-
dence of improved outcomes of biological and psycho-
logical approaches alone in mental healthcare [53, 54],
and the growing knowledge on the powerful influence of
social factors, like inequality in mental health [55, 56].
In Europe evidence-based approaches and recovery
oriented care have gone hand-in-hand in the recent
years [51]. However, the risk remains of divided camps
between evidence-based and recovery-oriented care.
To support the move towards the third era EUCOMS
recommends the use of interventions that integrate a
focus on evidence-based psychological treatment (such
as cognitive behavioural therapy (CBT) [57], motiv-
ational interviewing (MI) [58], and psychodynamic ther-
apy [59–61]) with the use of medication as a tool and
not as an aim. Furthermore, there is a focus on improv-
ing physical health and social inclusion. Best practices
that focus on social inclusion include the use of resource
groups [62], dialogue approaches [63], housing first [64]
and individual placement and support (IPS) [65].
Community network of care
Like a beehive, community mental health is a network
that operates within a broader network of self-help,
family, friends and other informal resources and gen-
eric community services [66]. Cross pollination is a
symbol for collaboration between these different par-
ties. The aim of this combination of perspectives in
care is to bridge the gap between professionals and
non-professionals, in order to increase the resilience
of users as well as the resilience of the networks
around users. Thus, mental health becomes an issue
of multiple collaborating providers with a whole
system approach [67].
Community-based mental health services typically
consist of a multidisciplinary, multi-service therapeutic
care network that can provide a broad spectrum of flex-
ible interventions tailored to needs of users, which will
ultimately allow people to recover in their home envir-
onment with support from their social network. Depend-
ing on the resources available, care can be provided
through integrated care models with a community men-
tal health care team as the central node, or by separate
teams or functions of more generic teams if integrated
care is not available. Whatever choice is made here, pri-
mary care is the main network partner in the medical
domain. Therefore EUCOMS is operating together with
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the working group of the European Forum for Primary
Care (EFPC) [68].
It is important that the different disciplines in a com-
munity mental health team take a shared responsibility
for the interventions. This implies an interdisciplinary
and a multi-expert way of working in which there are no
exclusive domains. Expertise varies per discipline, and it
is a task of the experts in the team to share their expert-
ise, e.g. by organizing clinical lessons. Furthermore, the
professional expertise of team members is combined
with the lived experience of users. The same principle
can be applied for intersectoral collaboration [69].
In Europe many models of integrated community
mental health care have been implemented, where a
range of health services work together to provide cus-
tomized care. Assertive community treatment (ACT) is
an evidence based integrated community-based mental
health care model. ACT has shown to offer significant
advantages over standard case management models in
reducing homelessness and symptom severity in home-
less persons with severe mental illness [70]. Good prac-
tices of integrated community-based mental health care
with less conclusive evidence include; Flexible Assertive
Community Treatment (F-ACT) [71, 72], and integrated
dual disorder treatment (IDDT) [73, 74].
The collaboration with care beyond the mental health
care system such as relatives and social care is under-
developed and needs more attention [1, 75–77]. An
opportunity for empowerment for persons living with
mental ill health is becoming member of a Clubhouse
[78]. During the course of their participation in a Club-
house, members gain access to opportunities to re-join
the worlds of friendships, family, employment and edu-
cation, and to the services and support they may indi-
vidually need beyond the mental health care system to
continue their recovery [79].
The integration of the community mental health care
services, sectors and collaboration with the social net-
work of the service user can be hindered by a financing
system that favours institutional care (e.g. by rewarding
bed occupation) [36, 80]. Therefore, it is recommended
to create a flexible financing system that allows incen-
tives for different services that address the relevant life
domains of people with a mental illness [36].
Peer expertise
The expertise of people who experience(d) mental ill
health can be regarded as a third domain of expertise, in
addition to scientific evidence and practical knowledge
and skills. Peer experts are the living example that
recovery is possible and they can support other service
users in their recovery journey [81–83]. The term ‘noth-
ing about us without us’ is applied. Service users become
equal partners in the design, delivery, steering and evalu-
ation of a service [84].
In Europe lived experience has been acknowledged
more and more as a domain of expertise [81], as shown
in international and European policy documents and
strategies of European service providers [83]. However,
this is not always reflected in practice as only a few peer
experts are paid and there is still a taboo on the self-
disclosure of professionals [85].
To promote the involvement of service users as part-
ners on policy, service and individual levels in the design
and evaluation of services a lot of effort and organisation
is needed to build peer expertise.
Firstly, this requires the empowerment of service users
and their carers to take a step in building this expertise
contributing to the mental health sector. This inherently
means that power of the service providers is redistribu-
ted. Also, service users can only be empowered to take
up their role as peer expert if there is community level
understanding and acceptance about mental health and
peer expertise.
Secondly, resources should be allocated to allow for
the organisation of user-led services including represen-
tative organisations that give input to public and polit-
ical activities and are active at the (inter-)national,
regional and local levels, offering (ex-)service users the
possibility to develop their expertise [86].
To improve the use of lived experience of profes-
sionals as a tool to support their clients, effort should be
taken to break the taboo of self-disclosure [85].
Examples of good practices that can support the use of
lived experience in organisations are training manuals
for peer experts which have been developed nationally
and internationally. An example of a European manual
is the peer2peer vocational training course developed as
part of the lifelong learning program funded by the EU
[87]. A program that focuses on self-disclosure among
professionals has been developed by ‘Samen Sterk Zon-
der Stigma’ [88].
Conclusions
Discussion among European professional-, scientific- and
peer- experts and members of the EUCOMS network
resulted in an overview of six principles that serve as a
foundation for a national, regional and local model of inte-
grated mental health care. High quality community-based
mental health care: 1) protects human rights; 2) has a
public health focus; 3) supports service users in their re-
covery journey; 4) makes use of effective interventions
based on evidence and client goals; 5) promotes a wide
network of support in the community, and; 6) makes use
of peer expertise in service design and delivery.
The six principles can be explained from three inter-
related perspectives. The first combines the human
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rights and public health principle in the citizenship or
societal perspective, that argues for the protection of
human rights for all, including people with mental ill-
ness. The second is the personhood or the service user
perspective, which combines the recovery and peer
expertise principle. This perspective puts emphasis on
the centrality of the service user in care and the use of
their expertise in service design and provision. The last
perspective is the quality of care or the professional per-
spective, combining the effectiveness of interventions and
the community network of care principles. This last per-
spective argues that interventions are effective when they
take into account local realities and work with the net-
work, both formal and informal, of the service users.
In practice this means that services align their strat-
egy with the CRPD and focus on population-based
needs in the region. This asks for a versatile and effi-
cient approach with a balance between community-
based and hospital care [7, 89] where services, sec-
tors, service users and their network closely collabor-
ate [76]. This community network of care facilitates
the personal recovery journey [90], and at the same
time mitigates the effects of social inequality on men-
tal health covering promotion, prevention, treatment
and rehabilitation addressing the economic, social and
physical environment in which people live [77]. Ser-
vice providers have the task to use effective interven-
tions adapted to reflect local realities. How the
services are organised is context dependent and influ-
enced by the culture, geography, the health system
and the available financial resources [2, 89].
Although the authors could not find a similar paper
outlining recommendations for the implementation of
quality community-based mental health care, the out-
comes of this article align with international policy doc-
uments [2, 91] and studies [89, 90, 92] that aim to define
the characteristics of good mental health care. In line
with the vision of EUCOMS members good mental
health services are described as comprehensive, equally
accessible, integrated, recovery oriented, aimed to pro-
tect and respect human rights, employ effective and tai-
lored interventions, and work in collaboration with
service users and his/her network.
Experience has learnt that governments and health
care funders can support ‘good’ community-based men-
tal health services through appropriate legislation and
funding schemes. With this position paper EUCOMS
hopes to contribute to the discussion on how to improve
structures in mental healthcare, and to narrow the gap
between evidence, policy and practice in Europe. Essen-
tial next steps for EUCOMS to succeed are to connect
and involve the diverse stakeholder groups in ongoing
dialogue, research consensus and capacity building, and
advocacy.
Limitations
Although the authors tried to develop a consensus based
on the perspective of a broad variety of stakeholders
both in terms of their role within the mental health sys-
tem and country of origin, it must be noted that not all
stakeholder groups have been equally represented. This
article presents the view of EUCOMS members on what
the principles and key-elements are of high-quality
community-based mental health care. EUCOMS mem-
bers are mental health service directors, umbrella organ-
isation directors, mental health care professionals, peer
experts, researchers and policy advisors who are mostly
in favour of community-based mental health care, as
they became member of the network to promote its im-
plementation. In the development of the shared vision
professionals from Western European countries were
overrepresented. Relatively little service users and carers,
and respondents from Southern and Eastern European
countries provided input. This could have resulted in a
view that does not sufficiently reflect counterarguments
for community-based mental health care, the perspective
of the service users and carers, and the socio-cultural
and economic context in Southern and Eastern Euro-
pean countries.
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